References 1 Kellam AMP. The neuroleptic malignant syndrome, so-called.
a septicaemia. The relatively benign Parkinsonian extrapyramidal side-effects of neuroleptics should be differentiated from NMS, since the former respond well to an anticholinergic drug such as procyclidine. NMS is managed by stopping the causative drug and administering intensive supportive care, although there is some evidence that early treatment with bromocriptine", dantrolene'? or amantadine!' may produce quicker resolution and thereby a lower mortality'>.
The third case illustrates the difficulty in separating NMS from a catatonic psychosis'v'". The differentiation of psychotic catatonia from NMS may be suggested by a prior psychiatric history, but does not exclude neuroleptic-induced hyperpyrexia and muscle rigidity in a patient with a catatonic psychosis. The diagnosis is then made after the astute observation that the patient's clinical state has deteriorated after neuroleptic treatment. This diagnostic dilemma was experienced by Abbott and Loizou". Interestingly, having commenced treatment with chlorpromazine for a functional psychosis, their patient developed catatonia which was initially considered to be psychiatric in origin. They treated the patient with ECT and observed rapid improvement, but the patient relapsed after reintroduction of phenothiazines. ECT may be considered as a primary treatment for NMS if the patient is rapidly deteriorating despite supportive therapy and other organic disorders have been carefully excluded": Although the clinical syndrome is well defined, the pathogenesis is less clear. Angiographic studies in this syndrome have revealed carotid siphon abnormalities in some cases and segmental constriction of major intracerebral vessels in others':". Indeed at one point it was suggested that large vessel arteritis was so well established as the pathological process in this unusual syndrome that arteriography was an unnecessary investigation", In this paper we report the case of a patient with HZO complicated by contralateral hemiplegia in whom carotid angiography was normal. It is probable that small vessel arteritis underlies a number of cases of contralateral hemiplegia seen in association with HZO.
Case report
A 51-year-old Caucasian male presented with an acute onset of right hemiparesis and dysphasia. A history was obtained, of onset of pain in the left opthalmic division of the trigeminal nerve 23 days earlier, followed 2 days later by a rash characteristic of herpes zoster. Five days after this, the patient experienced blurred vision in the left eye and an ophthalmologist noted evidence of keratitis. The patient was a non smoker and had no pre-existing illness.
Examination of the nervous system revealed a moderate global dysphasia, right upper motor neuron facial weakness and a mild right hemiparesis. Cranial pulses were of normal amplitude and no bruits were audible. Blood pressure was 140/90 mmHg and a resolving herpes zoster rash was present in the left ophthalmic nerve distribution with an associated herpetic keratitis.
Over the 3 days following admission, right hand motor function deteriorated steadily to a point where no useful function remained.
Investigations revealed a normal erythrocyte sedimentation rate, haemoglobin, white cell count, plasma electrolytes, electrocardiogram and chest X·ray. Computerized axial tomography of the skull, with and without contrast, was within normal limits both on admission and when repeated 10 days later. A slow wave abnormality in the left temporo-parietal area was seen on electroencephalography. Examination of the CSF revealed clear fluid under normal pressure, the protein and glucose concentrations were within normal limits and there were 65 lymphocytes and 65 erythrocytes per mm", There was no growth on subsequent viral and bacterial cultures of the CSF. 0141-0768/91/ 080501-021$02.00/0 © 1991
The Royal Society of Medicine A left carotid arteriogram performed one week after admission was pronounced to be completely normal by two experienced neuroradiologists. In particular there was no radiological evidence of extracranial vessel disease, carotid siphon arteritis or intracranial arteritis.
Progressive improvement in speech function occurred over the subsequent three weeks at which time the disability was largely confined to the right hand with persistent global weakness.
Discussion
The case documented in this report is typical of other cases in the literature. Hemiplegia was closely related to ophthalmic zoster and the patient was normotensive, relatively young, and had no other risk factors for cerebrovascular disease.
The normal carotid arteriogram noted in this case is of particular interest. Cerebral arteriography has been performed on 21 previously reported cases with this syndrome. Abnormalities of the middle cerebral artery have been observed in 15 cases, the anterior cerebral and pericallosal each in five cases, the intra-cranial internal carotid in four, the posterior cerebral in three as well as the superior cerebellar, the operculofrontal and the callosemarginal each in one case. The typical appearance is segmental narrowing, described by MacKenzie et al. 3 The assessment and management of the 'minor head injury' is fraught with pitfalls. The present guidelines for determining the need for skull X-rays are, unfortunately, somewhat ambiguous, open to wide variations in interpretation, and relatively non-specific. In a 6-month period from August 1989 to January 1990, three cases of 'minor head injury' were encountered, in whom X-rays were initially thought to be unnecessary on clinical grounds. In two of these patients the outcome was eventually fatal. The purpose of presenting these cases is to ascertain the relevance of scalp injury as a marker of skull fracture.
Case reports Casel
A 4-year-old boy was brought to the Accident & Emergency Department after falling off a rocking horse. He did not lose consciousness and vomited once afterwards. He was found to be alert, active, and running about. No significant scalp injury was noted and X-rays were thought to be unnecessary. of the anterior communicating artery and a carotid bifurcation plaque were thought to be incidental findings. Our patient is therefore the first case of this syndrome where an adequate angiographic study has been completely normal. Arteriography was performed on our patient 4 days after the period of maximal neurological deficit, therefore it is unlikely that an angiographic lesion was missed.
Granulomatous angiitis of the central nervous system has been reported in four cases following HZ06. In each case involvement of small cerebral arteries was prominent. It is probable therefore that HZO can be complicated by arteritis involving vessels of varying size. Carotid siphon arteritis and major intracerebral vessel arteritis certainly underlie some cases of contralateral hemiplegia. However, the finding of a normal carotid arteriogram in our case, along with the pathological demonstration of small vessel arteritis in other reports in the literature, suggests that major vessel involvement is not a uniform finding in this syndrome. After a period of observation of 2 h, during which he did not vomit again, he was sent home in the care of his mother. In the early hours of the morning, about 5 hours after leaving hospital, he was found lying limp in bed and apparently lifeless. Although rushed back to hospital, he could not be resuscitated. Postmortem examination showed a linear parietal skull fracture with an associated subdural haematoma.
Case 2 A 22-year-old man was brought in by the police on a Saturday night having been assaulted with a wooden implement. He denied losing consciousness at any stage. He walked into the department. On examination, no significant scalp or other injury was found. He was detained in the Accident & Emergency Department, having nowhere to go for the night. Skull X-rays were not deemed necessary. During his stay in hospital he talked coherently although abusively at times. After 4 h he suddenly became unconscious without warning. A unilateral fixed dilated pupil was noted. X-rays showed an extensive temporo-parietal skull fracture. After evacuation of an extradural haematoma he failed to regain consciousness and was declared dead after 2 days on a ventilator.
Case 3
A 45-year-old man walked into the Accident & Emergency Department after hitting his head forcibly on metal scaffolding. He did not lose consciousness and walked half a mile to hospital, for the express purpose of having a scalp wound sutured. X-rays were thought to be unnecessary. On digital palpation of the wound after local infiltration anaesthesia, a bony defect was palpable in the outer table of the skull. The wound was a 3 em long incised wound on the vertex of the scalp. X-rays showed a stellate fracture
